Klippel-Feil syndrome
We refer to the letter from Dr 10seph Novella l entitled "Intraoperative nasotracheal to orotracheal tube change in a patient with Klippel-Feil syndrome".
Of all the patients with cranio-maxillo-facial syndromal disorders, we have found airway control in the Klippel-Feil anomaly to be among the most difficult. The neck is ram-rod stiff because of the fusion of the cervical vertebrae compounding the difficulties of laryngoscopy caused by the micrognathia. In addition, hemivertebrae are present, markedly increasing the fragility of the neck. Any attempt to extend the neck during laryngoscopy might result in fracture of the cervical spine and possible damage to the spinal cord.
We believe that Dr Novella's innovative tube change using a Sheridan TTX Tracheal Tube Changer should not be used in the elective situation to allow a septorhinoplasty to proceed. If the Tracheal Tube Changer becomes dislodged or if it is not possible to pass the oral tube, then an unnecessary and dangerous situation is created. Orotracheal intubation might be impossible and fibreoptic intubation might fail because of blood in the recently operated airway. It would then be necessary to establish a surgical airway in a now hypoxic patient.
Dr Novella's alternative suggestion was to defer the septo-rhinoplasty for another day. It has been the practice of the Australian Cranio-Maxillo-Facial Unit to do that. We would usually wait three months, both for reasons of safety, and to allow swelling to settle, so that a better assessment of facial form may be carried out in preparation for rhinoplasty. Postoperative atrial fibrillation due to full bladder A 58-year-old man presented for a right total hip replacement. His relevant past medical history was mild, well controlled hypertension and a left cerebrovascular accident occurring at the age of 43. He was a nonsmoker and had no cardiorespiratory symptoms. His medications were mefanemic acid 500 mg 8 hourly, timolol maleate 5 mg once daily and bendrofluazide 1.25 mg once daily. Examination was normal apart from a mild right hemiparesis. Preopertive ECG revealed normal sinus rhythm and right bundle branch block.
Spinal anaesthesia was administered at the L3/4 interspace via a 25 gauge needle with 2.5 ml of bupivacaine 0.5U7o. A satisfactory block to T8 level was obtained. A 16 gauge epidural catheter was sited at the L2/3 interspace and a test dose of 3 ml of 0.5% bupivacaine administered. The intraoperative course was essentially unremarkable: blood loss was 1300 ml; 1250 ml of colloid and 1000 ml of crystalloid were administered. Ninety minutes after commencement of the procedure he complained of nausea. At this stage the ECG revealed sinus rhythm and blood pressure was 120175 mmHg. His symptoms improved somewhat following ephedrine 3 mg and ondansetron 2 mg intravenously. After transfer to recovery at 110 minutes he became weak, nauseated and diaphoretic. He had no specific complaint of pain. ECG showed atrial fibrillation with nonspecific anterolateral ST changes, heart rate was 95 b/min and blood pressure was 155/95. Abdominal examination suggested a full bladder and catheterization and drainage of 1300 rnIled to an immediate resolution of his symptoms and sinus rhythm was restored.
Urinary retention associated with nausea, bradycardia and hypotension is well recognized as a complication of spinal and epidural anaesthesia l • The sacral autonomic fibres are among the last to recover function Anaesthesia and Intensive Care. Vol. 23, No. 6, December 1995 
